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LETTER OF TRANSMITTAL 


U.S. Senate, 


March 10, 1959. 
Hon. Joun L. McCug.uan, 


Chairman, Senate Committee on Government Operations, 
Senate Office Building, Washington, D.C. 

My Dear Mr. Cuarrman: There is attached for your considera- 
tion the committee print entitled “The Status of World Health—in 
Outline Text and Chart.” 

This is the third in the series of publications by this subcommittee, 
acting under Senate Resolution 347, 85th Congress. This resolution 
had authorized a full and complete study of any and all matters 
relating to international health, research, rehabilitation and assistance 
programs. The resolution was supplemented by S. Res. 42, 86th 
Congress, continuing the study until January 31, 1960. 

The first committee print of this series was, as you know, entitled 
“Tnternational Medical Research,” the second, “Statutory Medical 
and Health-Related Research in the United States Government—The 
Basis for International Cooperation.” 

Additional publications are, in process. These committee prints 
are intended basically for purposes of background to our comprehen- 
sive analysis of Federal research and assistance activities. 

With kindest wishes, I am, 

Sincerely yours, 
Husertr H. Humpurey, 
Chairman, Subcommittee on Reorganization and International 
Organizations. 


mr 











FOREWORD 


By Hon. Hubert H. Humphrey, Chairman, Subcommittee on 
Reorganization and International Organizations 


‘What would a brief, overall view of world health problems show?” 

This question is answered in part in the pages which follow. 

The answer—in chart and text—is designed to offer insight on a 
i hei of interest to all mankind. 

his presentation was prepared by the U.S. Public Health Service 
at the request of the subcommittee. 

The compilation is, by intention, relatively brief. It is aimed solely 
for initial background purposes of the subcommittee, of other interested 
legislators, and the public, It fills a particular need in the carne 
phases of the world health study, as authorized by the 85th and 86t 
Congresses. 


NEED FOR “THE BIG PICTURE”’ 


However, the publication will, it is believed, make rapidly possibie 
for the reader a larger, more inclusive, type picture than piecemeal 


views of world health, such as may have been seen in times past. 

This “big picture” is our goal. Only with the “big picture’’ in mind 
can the Congress, it is believed, effectively evaluate existing and pro- 
posed world health programs. 


BROAD RESPONSIBILITY OF THIS COMMITTEE 


Under the Rules of the Senate, the Committee on Government 
Operations bears the continuing responsibility of rendering an ac- 
counting of existing programs. In order to do so, full perspective as 
to these programs is essential. 

Such perspective requires a total, not a ented view. 

This is especially important because the U.S. responsibilities under 
world health programs continue to mount. Hardly a year has 
elapsed since World War II in which these _—— ve not been 
= ce by the legislative and executive branches in response to 
elt need. 


U.S. POLICY STATEMENT IN 1958 


The committee notes that the Mutual Security Act of 1958, Public 


ben 85-477, enacted June 30, 1948, provided a policy declaration as 
ollows: 


(m) The Act of June 14, 1948, as amended (22'U.8.C. 290) authorizing par- 
ticipation in _ World Health Organization, is amended by adding the following 
new section 6: 

“Sec. 6. The Congress of the United States, ors that the diseases of 
mankind, because of their widespread prevalence, debilitating effects, and heavy 
toll in human life, constitute a major deterrent to the efforts of many peoples to 
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develop their economic resources and productive capacities, and to improve their 
living conditions, declares it to be the policy of the United States to continue and 
strengthen mutual efforts among the nations for research against diseases such as 
heart disease and cancer. In furtherance of this policy, the Congress invites 
the World Health Organization to initiate studies looking toward the strength- 
ening of research and related programs against these and other diseases common 
to mankind or unique to individual regions of the globe.’’ 

The wide dimensions of this policy declaration may now perhaps 
be better seen by means of the charts in this committee print. 


LIMITATIONS IMPOSED BY UNAVAILABILITY OF DATA 


Yet the publication itself does not contain all that the Public Health 
Service and this subcommittee would have desired if various necessary 
facts had been actually available. Regrettably, an analysis of the 
world health situation is difficult due to the lack of accurate, current 
statistical data, particularly from the less developed countries. The 
attached material represents a collection of such data as are available 
and are documented. 

Primary information is presented on population distribution and 
growth which is basic to a study of world health problems. Special 
attention has been given to “indicators of health,” selected disease 
problems, and health resources. 


HEALTH INDICATORS 


In June 1953 a U.N. Committee of Experts met to discuss an 
international definition and measurement of standards and levels of 
living. This Committee agreed that it was impossible to establish 
any single index to measure standards and levels of living but singled 
out some 12 components, including a wide variety of social and 
economic factors. The first on the list of these components was health, 
including demographic conditions. This item was referred to the 
World Health Organization for further refinement by experts who 
emphasized several items of value for such measurements. These 
“health indicators for measurement of levels of living” include life 
expectancy, infant mortality, and crude annual death rates. Narrative 
and graphic material have been prepared on these indices to illustrate 
the general levels of health in the world. 


LIFE EXPECTANCY DATA 


Life expectancy data reflect, to a considerable extent, the general 
health conditions that make possible a longer life for the average indi- 
vidual and sometimes offer a means of making a broad comparison 
of levels of health in different countries. However, in many under- 
developed areas, life expectancy figures are wholly lacking; and even 
in some of the other countries, calculations are made at only 10-year 
or longer intervals and do not always reflect current progress. More 
comprehensive data on life SmpOCHANCL at various ages instead of get 
at birth would give this indicator much greater usefulness. But 
except for a few countries, these figures do not exist. 


























FOREWORD 


INFANT MORTALITY 


The infant mortality charts present the proportion of deaths 
occurring within the first year of life. Since it is during this period 
that poor health conditions take their greatest toll, the data are of high 
significance. These statistics must, however, be taken with some 
reservations, since in many countries registration of births and infant 
deaths are far from complete or accurate, and the official rate will 
often prove unreliable. 

It may be pointed out that, if available, figures on infant mortality 
for ages 2 to 12 months would be much more sensitive to actual 
social, economic, and general health conditions than the first year rate, 
and that, therefore, eaths within the first month should ideally be 
placed in a separate category. But there is no immediate likelihood 
that these figures can be obtained. 


ANNUAL DEATH RATE 


The crude annual death rate is of somewhat less importance than 
the two preceding indicators, since it is influenced greatly by the 
sex-age structure of the population. For purposes of international 
comparison, its use is limited to those countries where sex-age structure 
is roughly the same. Here again, in some underdeveloped countries, 
these figures are not wholly accurate or complete. However, in 
those countries where life expectancy and infant mortality figures 
are nonexistent they constitute the indicator most commonly used for 
demographic information. 


DIARRHEAL DISEASES 


In this report an attempt has been made to present the data by 
graphs, charts, maps, and tables, with a minimum of narrative com- 
ment, on the most widespread diseases with the exception of diarrheal 
diseases and upper respiratory infections. Both of these disease 
entities are universal in prevalence. Morbidity and mortality from 
these diseases are sutlahie greatest in those areas which are least 
able to give accurate statistics. 

The meager data which do exist show that diarrheal diseases are 
the first cause of death in a number of countries and affect particularly 
children under 5 years of age. Even where mortality is relatively 
low, the diseases are important causes of illness not only in children, 
but in adults as well; and hence it is a source of economic loss. 

Factors considered pertinent to the control of diarrheal diseases 
include the provision of a safe, adequate water supply and sanitary 
facilities for excreta disposal; the prevention of fecal pollution of 
ground and surface water supplies and of its spread by insect and 
animal vectors; the provision of adequate hotsing and the freedom 
of housing from rodents, insects, and domestic animals; and the sani- 
tary control of the production, processing, and storage of milk and 
food for family and public consumption. 

Programs to correct existing conditions which are conducive to the 
spread of diarrheal diseases require vast capital outlays and the per- 
suasion of people in many areas to think in terms of sanitation and 
family hygiene, concepts previously unknown to them. 


FOREWORD 


HEALTH RESOURCES 


With respect to health resources, the report deals with health per- 
sonnel only. It is the reservoir of trained personnel which defines to 
a large extent the limits of the services possible. Unfortunately, it 
was not possible to obtain reliable data on the number of health 
centers and dispensaries in existence. Latest information on hospitals 
published in 1954, using data extending back to 1949, was considered 
outdated in view of the increasing interest over the past decade. of 
national and international health agencies in increasing the quantity 
and quality of hospital services. 


A CONCLUSION—MORE STATISTICS NEEDED 


This publication attempts to offer no conclusion but the one which 
is most qeeres, based on the gaps, which have been mentioned 
earlier. e conclusion is that more information must become avail- 
able if the health of the world’s people is to be improved through 
strengthening both preventive and curative medicine. The widespread 
lack of adequate, accurate, up-to-date vital and health statistics, espe- 
cially in the developing areas of the globe, is serious. These regions, 
and all authorities are aware that this insufficiency of data represents 
one of the most severe shortcomings in world health today. This is of 
course not a new problem; it has its roots in broad socioeconomic needs 
throughout entire societies. Yet reliable statistics are indispensable 
now - three main purposes—strengthened research, organization, 
and planning. 

Efficient use of medical money, materiel and manpower requires 
therefore the early improvement. of statistical reporting services. 
This point has been wisely and repeatedly stressed by authorities of 
the World Health Organization in their impressive work of assistance. 
ae will is present. The way toward better statistics must be per- 

ected. 

Only then will it be possible for all of the elements in the “big 
picture” of world health to be both accurate and complete. At that 
time, the many major gaps in the present partial picture will have 
been filled in. Thus, there will have been remedied present unavoid- 
able omissions of such significant but largely undocumented areas as 
the incidence of mental. fil health and neurological disorders, as well 
as a host of other maladies, throughout the world. 


SOURCES OF DATA 


The primary sources from which the data herein were collected in- 
cluded publications and records of the United Nations, the World 
Health Organization, and the Pan American Sanitary Bureau; maps 
from the ‘Atlas of Diseases’ by the American Geographical Society, 
“World Population and Production”. by W. S. and E. 8, Woytinsky, 
technical papers, various scientific journals, and the records of the 
Public Health Service. The reader interested in further data is re- 
ferred to these original sources. 

We are particularly grateful to J. B. Lippincott & Co. for permission 
to publish the anosomiasis distribution map from Global Epidem- 
iology, volume II, by Simmons and others, to the 20th ey, Fund 
for permission to reproduce several maps _——. in World Popula- 
tion and Production by W. S. and E. S. Woytinsky, to Dr. Jacque - 
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May and the American Geographical Society for the use of data 
obtained from the maps in the Atlas of Disease series and to the 
Statistical Office of the United Nations which provided us with pre- 
viously unpublished mortality data. 


AGENCY AND STAFF RESPONSIBLE FOR STUDY 


Lastly, the subcommittee acknowledges with thanks the continued 
cooperation of Secretary of Health, Education, and Welfare Arthur 
Flemming in this and related publications. Dr. Aims C. McGuinness, 
Special Assistant to the Secretary for Health and Medical Affairs has 
coordinated this and other responses to the subcommittee’s needs in 
liaison with the chairman and the project director of this og 

eput 


Valuable comments and suggestions were received from the 
Assistant Secretary of Defense (Health and Medical), Dr. Edward H, 
Cushing and Dr. D. M. Alderson of his staff, and Drs. Eugene P. 
Campbell and Charles L. Williams, Jr., of the Public Health Division 
of the International Cooperation Administration. 

Dr. Leroy E. Burney, Surgeon General of the U.S. Public Health 
Service has made available all possible assistance. 

The data and charts herein were developed by the Public Health 
Services’ Bureau of State Services. The staff for the project con- 
sisted of Dr. Frederick J. Brady, of the Office of the Bureau Chief, 
Mr. John C. Eason, Jr., of the Division of International Health, and 
Dr. Alan Donaldson, of the Communicable Disease Center, Atlanta, 
Ga. Special credit is due to Dr. Donaldson who spent several weeks 
in Washington in developing and assembling this data. 
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PART 1. POPULATION 


A.“.DEFINITION OF REGIONS 


To meet the needs of demographic statistics, the United Nations 
has defined 14 regions which are constituted essentially as follows: 


AFRICA 


Northern Africa: Algeria, Egypt, Ethiopia, and Eritrea, Libya, Mo- 
rocco, the Somalilands, Spanish possessions in north and west 
Africa, the Sudan, Tunisia. 

Tropical and southern Africa: The remainder of Africa. 


AMERICA 


Northern America: Alaska, Bermuda, Canada, Greenland, and the 
United States. 

Middle America: America south of the United States and north of 
Colombia, Caribbean republics and islands. 

South America: Colombia and the nations to the south. 


ASIA 


Southwest Asia: The Arabian Peninsula (i.e., Aden, Bahrein, Gaza 
Strip, Kuwait, Muscat and Oman, Qatar, Saudi Arabia, Trucial 
ee Yemen), Cyprus, Iran, Iraq, Israel, Jordan, Lebanon, Syria, 

urkey. 

Southcentral Asia: Afghanistan, Bhutan, Ceylon, India, Nepal; Pak- 
istan, Portuguese India. 

Southeast Asia: Brunei, Burma, Cambodia, Malaya, Indonesia, Laos, 
north Borneo, the Philippines, Portuguese Timor, Sarawak, 
Singapore, Thailand, Vietnam, west New Guinea. 

East Asia: The remainder of Asia, except the Asian part of the 
U.S.S.R., i.e., China, Hong Kong, Japan, Korea, Macau, Mongolian 
People’s Republic, the Ryukyu Islands. 


EUROPE 


Northern and Western Europe: Belgium, Channel Islands, Denmark, 
Finland, France, Iceland, Ireland, Luxembourg, Monaco, the 
Netherlands, Norway, Sweden, United Kingdom. 

Central Europe: Austria, Czechoslovakia, Germany, Hungary, Liech- 
tenstein, Poland, Switzerland. 

Southern Europe: The remainder of Europe, except the European 
parts of the TSS.R. and Turkey, i.e., ania, Andorra, Bulgaria, 
Gibraltar, Greece, Italy, Malta, Portugal, Romania, San Marino, 
Spain, Yugoslavia. 

U.S.S.R.: The Union of Soviet Socialist Republics including Asian 
Republics. 

OCEANIA 


Australia, New Zealand, New Guinea, Hawaii, American Samoa, 
Fiji Islands, Tonga, Pacific Islands. 
1 











2 THE STATUS OF WORLD HEALTH 


B. WORLD POPULATION 


In 1957, the world population was estimated to be about 2,790 
million persons. 

Over one-half of this number (55.8 percent) live in Asia, 15 percent 
in Europe, 9 percent in North and Middle America, 8 percent in 
Africa, 7 percent in the U.S.S.R., 4.7 percent in South America, and 
the remaining 0.5 percent in Oceania. 

It may be noted that only 9 countries in the world have estimated 
populations which exceed 50 million persons: 


Million Million 
China (mainland)__..........._-- re a ee ee 87 
Re St atdbeaciss oc ciate kes « eee Sane Seen. ee Joo et oe 86 
CR ee. lee aa DR ries wna accccacs eeu 63 
United States... i. - cu. 2-22-28 174| West Germany___.......---.---- 52 


wana eho ade Sats wacni 91 | United Kingdom...........--.-. 52 
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4 THE STATUS OF WORLD HEALTH 


C. DISTRIBUTION OF WORLD POPULATION 


This map of the world showing continents and selected countries 
distorted on a scale proportionate to each 1 million of population is 
included to permit a more adequate appraisal of the significance of 
the disease distributions shown on later plates. Although this map 
was constructed on the basis of estimated populations for 1950, an 
analysis of the estimates for 1957 shows that even though populations 
have increased, the proportionate distribution has remained about the 
same. 

Such a map presents an informative picture. The 8.6 million 
square miles of the U.S.S.R. shrinks in comparison with the 3.7 million 
square miles of heavily populated China mainland and the almost 
equally densely populated 1.2 million square miles of India. Brazil, 
with only tied of the actual land area of South America, appears 
to occupy most of that continent, while Canada with a total land area 
third largest in the world (after U.S.S.R. and China mainland) 
becomes only a narrow strip resting on top of the United States. 

According to ‘‘World Population and Production,” by the 
Wotinskys, population density is greatest along the China mainland 
coast, extending north to Korea and Japan and south to the Philippine 
Islands and Indonesia. Here, with approximately 620 million 
persons living on less than 1.5 million square miles, there is an aver- 
age of about 430 persons per square mile. Nearly as crowded are 
the 400 million people concentrated in a million square miles in the 
valley of the Ganges, south India, and Ceylon—an average of 410 
per square mile. Europe (including European U.S.S.R.) has an 
aggregate of 370 million people in an area of 1.2 million square miles. 
The fourth largest concentration is the populous northeast section of 
the United States with 90 million persons in 500,000 square miles. 
Other concentrations of population are found along the Pacific coast 
of North America, the Atlantic coast of South America, in the Carib- 
bean Islands, and in Africa at the mouth of the Niger River and in 
the Nile Valley. 
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6 THE STATUS OF WORLD HEALTH 


D. RATE OF GROWTH OF WORLD POPULATION BY REGION 
1952-56 


The world population has been growing at an accelerating rate 
under conditions of a relatively stable birthrate and a declining death 
rate. The rate of growth for the entire world is about 1.6 percent 
per annum, or more than 40 million persons per year. 

The fastest rates of increase are occurring in Middle America (2.7 
percent), southwest Asia (2.5 percent) South America (2.4 percent), 
and Oceania (2.4 percent). The smallest rate of change has occurred 
in Europe, especially Northern and Western Europe (0.6 percent). 

The data presented on the accompanying chart show the average 
percent increase per year as determined from the mean of the annual 
increases and the mean population over the 4-year period 1952-56. 








1956 


1952 - 
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E. PERCENT AGE DISTRIBUTION OF ENUMERATED 
POPULATION 


Birth and death rates over a period of time largely determine the 
age composition of the population. Based on data for the most 
recent year since 1950 the proportion of the population in the pro- 
ductive ages as well as in the older age group is greatest in the more 
industrially advanced countries of the West. In other parts of the 
world, comparatively high proportions of the population are children. 

In those countries which have a higher proportion of older persons 
the degenerative diseases are likely to contribute most to the over: 
death rate. With many of the infectious diseases which formerly 
caused so many deaths virtually brought under control in these 
countries, more people survive childhood and early adulthood, later 
to become victims of heart disease, cancer, and other degenerative 
diseases. In contrast, the less-developed countries which have the 
highest proportion of children also are those which have the greatest 
incidence of infectious diseases, 
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PART 2. HEALTH INDICES 


A. ANNUAL CRUDE BIRTH AND DEATH RATES BY REGIONS 


About 90 million births and penxes iely 49 million deaths are 
estimated to occur annually in the world population. The differ- 
ence between the births and the deaths along with the amount: of 


migration determines the rate of population growth in any given 
region. 

ith the exception of Oceania, migration has played a relatively 
small part in aes growths. In Oceania, it is estimated that 


almost a third of the population increase is accounted for by net 
immigration into the two major countries of that area, Australia and 
New Zealand. 

The data set forth in the accompanying chart are those which were 
available for the most recent year since 1952. 
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B. RANGES OF INFANT MORTALITY BY REGION 


Year for year, the most hazardous period of life is infancy. Birth 
injuries, congenital malformations, and the lack of maturity in the 
development of the infant often take their toll shortly after birth. 
In addition, the infant is e ed to a new environment and is sub- 
jected to infections and problems of infant feeding and care. Mor- 
tality of infants is frequently regarded as an index of sanitation 
applicable to many countries. 

On a worldwide basis, the range of the death rate during the first 
year of life varies considerably. The infant mortality rate for most 
of the western countries has declined to a relatively low level, but it 
is still high in many of the other countries. If complete data were 
available, the range of infant mortality rates would undoubtedly be 
greater than shown by the black areas and recorded figures on the 
ee aan chart. For each of the bars shown, the figure at the 
base of the black section is the lowest reported mortality rate for any 
country in that region, and the numeral at the top of the bar is the 
highest reported for any country in the region. Reported rates from 
ocat countries fall between these two extremes. 
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C. CHILD MORTALITY UNDER 5 YEARS OF AGE BY REGION 


After the first year of lifeythe death rate drops sharply among 
young children in economically developed areas. However, mortality 


rates continue at a relatively high level after infancy in many coun- 
tries. Thus, deaths of children from birth to 5 years of age as shown 
by the black area on each bar graph, range from one-third to two- 
thirds of the crude deaths at all ages reported in various countries in 
Africa, Asia, Middle and South America. 
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16 THE STATUS OF WORLD HEALTH 


D. LIFE EXPECTANCY OF WORLD POPULATION 


The death rate isa measure of population loss. It reflects the health 
of the population, but it is also.affected by the age composition of the 
population since the risk of death is higher during the early and later 
periods of life. 

An overall index of mortality which is adjusted for the differing 
age composition of the population is the life expectancy at birth. 
This figure is based on current mortality rates and indicates the num- 
— of years, on an average, which a baby born today may be expected 
to live. 

Of a total 2,790 million population of the world, 801.3 millions or 
28.7 percent have an estimated av life expectancy at birth of 
50 years; 278.5 million or 10 percent, between 50 and 64 years; and 
713.9 million or 25.6 percent, 65 years or more. For more than a 
third of the world’s population, 996.3 millions, data are insufficient 
to make an estimate. 

Since mortality data are not good enough to compute satisfactory 
life tables for most countries, many computed values used to derive 
this chart are questionable. However, they do indicate the magnitude 
of the problem for about 65 percent of the world’s population. For 
the remaining 35 percent, although statistics are unknown, under 
existing disease conditions the chances of survival to old age are poor. 
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18 THE STATUS OF WORLD HEALTH 


E. LIFE EXPECTANCY AT BIRTH BY GEOGRAPHICAL AREAS 


As is to be expected, life expectancy rates are highest in the more 
industrially advanced countries of Europe, North America, Australia, 
and Japan. Norway tops the list with 73, and Sweden, the Nether- 
lands, the United Kingdom, Denmark, U.S.A., New Zealand, Israel, 
and Australia have all reached 70 or more. The reported rate for 
U.S.S.R. is 66 years. 

The 50 to 64- corns group includes most of Central America; the 
southern half of South America, plus Eeuador and British Guiana; 
Spain; Portugal; Eastern Europe and Turkey; the Sudan and South 
Rhodesia in Africa; Ceylon, Thailand, Malaya, and the Philippines. 

The under 50 group includes the rest of Central and South America; 
probably (though exact data are lacking) most of Africa, as well as 
southwest Asia; south and southeast Asia plus Taiwan, and Korea. 
India, with nearly 400 million people, has next to the lowest reported 
life expectancy rates, 32 years, Northern Rhodesia is lowest with a life 
expectancy rate of 28 years. Others in the under 40 group include 
Haiti, 33; Burma, 35; Pakistan, 35; Guinea, 36; Uganda, 37; Congo, 39; 
and Egypt, 39. 
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THE STATUS OF WORLD HEALTH 


PART 3. SPECIFIC DISEASE PROBLEMS 


A. PREDOMINANT DISEASES IN THE FOUR MAJOR 
TEMPERATURE BELTS OF THE GLOBE 


In the geographic distribution of diseases throughout the world, 
according to the Woytinskys there are four broad regions which follow 
roughl Sone separate isothermic paths around the globe. These are: 

(1) The temperate climate regions, with the total population of 
approximately 750 million, form a belt in the Northern Hemisphere, 
stretching from the United States eastward through Europe over the 
top of Asiatic Russia to Japan, with the addition of Australia and 
New Zealand. Here, the most prevalent diseases are heart disease, 
cancer, tuberculosis, pneumonia, influenza, syphilis, and diabetes. 

(2) The tropical belt with over 1,200 mullion people, or nearl 

half the population in the entire world, includes a large part of South 
America and the Caribbean, central Africa, and a great proportion of 
Asia. These areas are ravaged by malaria, amebiasis, bacillary dysen- 
or — yaws, and leprosy. They also suffer from tuberculosis 
and syphilis. 
(3) iodien these two belts lies a wide strip that includes the 
Mediterranean Basin, the Near East, Siberia, Manchuria, and the 
northwestern part of mainland China, with a total population of 
approximately 370 million. In addition to the illnesses prevailing 
in the adjacent areas, this region suffers from dysentery and contagious 
skin and eye diseases, especially trachoma. 

(4) The southern belt includes the extreme southern part of South 
America and Africa with the population of 80 million. Here, the 
prevailing diseases are typhoid fever, influenza, tuberculosis, syphilis, 
and certain worm infections. 


Nors.—Population estimates based on 1950 data. 
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292 THE STATUS OF WORLD HEALTH 


B. SPREAD OF INFECTIOUS DISEASES 


Infectious diseases may be divided into three major groups on the 
basis of the way the disease is acquired: (1) By exposure to organisms 
carried in contaminated food or water or found on contaminated soil; 
(2) by arthropod (insects, ticks, mites, etc.) vectors; (3) by direct 
contact with other infected individuals (including airborne droplet 
transmission). 

In general, the first group involving contamination of food, water, 
or soil, is related to poor environmental sanitation—improper disposal 
of human or animal wastes, lack of water-treatment facilities, and 
inadequate procedures for handling and protecting food supplies. 

The second category, arthropod-transmitted diseases, is related 
directly to the prevalence and distribution of the various species 
involved. Generally, this is a function of the climatic conditions fav- 
orable to the vectors which prevail, so that many of these diseases 
are much more important in tro ical and subtropical areas. 

The third category, the so-caltall social contact diseases, frequently 
is related to poor housing which accompanies overcrowding and inti- 
mate contact, poverty, jack of personal cleanliness, ignorance, and 


absence of medical care. In addition to direct control operations, the 
first and third groups require a well-planned and executed program 
of health education to assure real progress. 
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24 THE STATUS OF WORLD’ HEALTH 


C. INSECTS CARRY DISEASE 


Many of the diseases which are prevalent in the less-developed 
areas and which have, in fact, inhibited the development of the coun- 
tries involved, are transmitted by various speciés of arthropods, ‘in- 
cluding mosquitoes, fleas, lice, ticks, mites, and various species of flies. 
When one considers such diseases as malaria, yellow fever, filariasis, 
plague, endemic and epidemic typhus, kala-azar, bacillary dysentery, 
sleeping sickness, trachoma, and others, the control of insécts asstimies 
er importance in international health programs. 

he method of transmission by arthropods varies tremendously 
with the different diseases. In some cases, purely mechanical trans- 
mission of pathogenic organisms on the feet or mouthparts of the 
insect Occurs, such as in bacillary dysentery and cholera carried by 
flies. In others, there is a complex relationship in. which the inséct 
is necessary in the life cycle we the disease agent—malaria, yellow 


fever, and filariasis in mosquitoes, sleeping sickness in tsetse flies, and 
others. The control of each insect-transmitted disease presents a 
separate problem based upon a complete knowledge of the arthropod 
and the disease agent. In many cases, this imposes heavy burden 
of expense on many of the poorer countries where the need for specific 
knowledge and efficient application is greatest.. 
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26 THE STATUS OF WORLD ‘HEALTH 


D. EXTENT OF THE MALARIA PROBLEM 


Malaria is a chronic, debilitating disease transmitted by species of 
the Anopheles mosquito. It is estimated that at least 250 million 
people annually suffer clinical attacks of malaria and that each year 
perhaps 2.5 million of them die of the disease. Though often a direct 
cause of infant mortality and an indirect cause of deaths of all ages 
by lowering the resistance to other infections, the greater impact of 
malaria on a population lies in its debilitating effects. By limiting 
the number of conceptions and by causing abortions and stillbirths, 
malaria affects the birthrate as well as holding down the level of life 
expectancy. For those patients who survive clinical attacks, it is a 
continuing drain on physical energy and undoubtedly results. in 
mental retardation. In those countries where’ malaria is highly 
endemic, it unquestionably retards the®economic development and 
productivity of the nation. 

Nearly half the population of the world (well over a billion persons) 
live in areas where they are exposed to malaria. Under the WHO 
malaria eradication and control programs, some 466, million people 
(17 percent of the total population) are, to a greater or lesser extent, 
protected against the risk, but the remaining 700 million or so (25.7 
percent) as yet have no real protection. 
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Though the regions in which the Papilasipn is exposed to malaria 
are piety being restricted, there are still vast areas in which it is a 
major health problem. Malaria is particularly prevalent in certain 


countries of the Western Hemisphere situated 15° either side of the 
Equator, in Asia south of 40° north latitude, in Indonesia, in the 


southwest. Pacific, and in Africa. Malaria is also endemic in Mexico, 
Central America, and the Caribbean area; in Portugal and Spain; 
in the Balkans; and in a large segment of southeast Russia’ below the 
60th parallel: / 
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F. STATUS OF MALARIA ERADICATION 


For many years malaria control programs have been in operation 
in various countries of the world. In 1955, WHO launched a program 
aimed ultimately at the total eradication of the disease. 

As of September 1958, of the 1,168 million people formerly exposed 
to malaria, about 52 million (4.4 percent) in 9 countries have been 
essentially freed from the risk and 589 million (approximately 50 
percent) in 53 countries are benefitting from programs in various 
stages of development. For still another 125 million (about 10 
percent) in 14 countries, programs are being planned. This leaves 
slightly over 400 million people (some 34 percent of the population at 
risk) in 64 countries for whom malaria eradication programs are not 
yet in the planning stage. 

Either malaria morbidity and mortality have declined tremendously 
or else malaria has been eradicated in formerly malarious parts of 
Brazil, British and French Guiana, Chile, Cyprus, Greece, Italy, 
Mauritius, Venezuela, the U.S.A. and Yugoslavia. In wide areas of 
Bombay and the Mysore States in India and throughout Ceylon, 
transmission has been almost completely interrupted by modern 
control methods. 

Despite the tremendous advances on a global basis which have 
been made in its control, malaria still must be considered as one of 
the most acute, if not the worst, of the important health problems in 
the world today. 
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G. INSECT RESISTANCE 


The early successes with DDT and. other new insecticides after 
World War II led to optimism and the hope that at least some of the 
insect vectors of disease might be eradicated. In 1947 and 1948; it 
became apparent that some insects of public health importange were 
becoming résistant to DDT. Starting with houseflies, which have 
since been reported resistant in more than 30 countries, the phe- 
nomenon was observed in other species of insects, including mos- 
quitoes, lice, fleas, bedbugs, and cockroaches, with a total of 46 species 
now having been reported as resistant to one or another insecticide. 

This has had a definite impact on the progress of control operations 
against insect vectors. For example, important. vectors. of malaria 
(nine species of Anopheles), in 17 different countries have been con- 
firmed as physiologically resistant to insecticides. For this reason 
personnel must be continuously at work developing new insecticides 
which will be economical, nontoxie to man, and adaptable to exist- 
ing or new techniques of insect eradication. 
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H. FILARIASIS 


The term filariasis encompasses a group of parasitic worm.infections, 
two of which (Bancroft’s filariasis and Malayan filariasis), involve the 
lymph glands and may result in tremendous swelling of the limbs and 
genitalia—termed elephantiasis. This, deformity may partially or 
completely incapacitate the individual for productive-work. 

More than 250 million people in the tropical areas of the world are 
believed to be infected. The greatest prevalence occurs in central 
Africa, parts of South America, southeast Asia, and the South Pacific 
islands. It is also reported in Central America and the West Indies, 
some parts of southern Europe, the Mediterranean coast of Africa, 
and in Japan and Korea. During World War II this disease assumed 
military significance when troops stationed in the South Pacific 
became infected. 

Experimental studies carried out in the Pacific area show that the 
disease ¢an be effectively brought under control by the use of pipera- 
zine derivative drugs, provided treatment campaigns are organized 
on a mass basis. So far, however, the overall effort has been limited. 
Eventual success for worldwide control will depend upon the avail- 
ability of funds and medical personnel to organize such campaigns 
in the various countries involved. 
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I. ONCHOCERCIASIS 


Onchocerciasis (blinding filariasis, river blindness), is caused by a 
small worm which causes nodules in the skin, usually on the head and 
trunk. Hundreds of thousands of tiny embryos (microfilariae) are 
released from the nodules into the surrounding tissues. When these 
microfilariae migrate to the eye, impaired vision and frequently total 
blindness result. The disease is transmitted by several species of 
gnats (Simulium) which breed in rapidly flowing streams—hence, the 
name “river blindness.”’ 

Onchocerciasis affects nearly 20 million people in Africa, Central 
and South America, involving up to 80 to 100 percent of the population 
in limited areas. In Central America, the disease occurs on the Pacific 


slopes of 3 states in Guatemala and 2 in Mexico. In South America, 

it is localized in the north-central portion of Venezuela. In Africa, 

onchocerciasis extends from Sierra Leone and Liberia southward 

through Ghana, Nigeria, and the Cameroons to the Belgian Congo; 

then east across central Africa to Uganda, Kenya, oe and 
ug 


Tanganyika with a northward extension up t Sudan and 
western Ethiopia. 

Through the use of new drugs in mass campaigns, considerable 
progress has been made in the control of the disease in Africa and 
the Americas, and surgery has helped reduce its damaging effects 
in Guatemala and Mexico. Insecticide campaigns to exterminate 
the disease-carrying flies have been initiated in Kenya and other 
parts of Africa with some indication of success. 
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J. AFRICAN SLEEPING SICKNESS 


Sleeping sickness (trypanosomiasis) is prevalent in most of Africa, 
south of the Sahara, except the southern part of the Union of South 
Africa. It is a particularly virulent disease, transmitted by the tsetse 
fly, which numbers many people among its victims. The forms found 
in man also affect animals, particularly cattle; certain other. species 
affect.animals only. 

The overall effect of sleeping sickness among the rural population 
and their domestic animals constitutes one of the greatest. barriers to 
African: economic progress. It so debilitates and kills the-infected 
individual and his stock that productivity is seriously diminished. 
Large segments of the population have tended to migrate to areas 
relatively free of the tsetse fly. This, in turn, has servéd to over- 
crowd areas having an already low per capita agricultural yield. 
Populations are deprived of needed animal protein in the-diet, of the 
service of draft animals for work, and of fertilizer needed to cultivate 
the fields. 

Formerly, sleeping sickness was almost: inevitably fatal.. Now, 
however, the use of drugs makes possible a cure in the early stages. 
Modern chemoprophylaxis and public health measures have reduced 
the incidence of the human disease in many endemic areas. In other 
regions the use of residual insecticides has reduced, and sometimes 
eradicated, the tsetse fly. Despite these gains, the toll from sleeping 
sickness is high. 
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Source: Adapted from Global Epidemiology 
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K. ‘YELLOW ‘FEVER © °° | <'° 


Yellow fever, no longer a scourge of mankind that it once was in 
Europe, Africa, and the Americas, continues to be a serious menace 
to health on both sides of the Atlantic. Classic urban yellow fever, 
which was responsible for/devastating epidemics prior to about 1910, 
has been brought virtually under control in most of, the New World 
countries by intensive eradication-campaigns aimed at the domestic 
eee fever mosquito, Aedes aegypti. is same: intensive effort, 

owever, has not been employed in the endemic areas in. Africa. 

Jungle yellow fever, basically a disesite.of fox mals 
by the same virus, was recognizéd.ab 
@ more complicated epidengiologica 
perpetuated in monkeys and pramart 
mosquitoes which breed dnd bit : 
ing or living in jungle aré 
quitoes, and may carry 

















re in jie 

fansmitted by species of forest 
Orest canopy. Humans work- 
niécted by the bites of these mos- 
bel ise back to urban areas where Aedes 
aegypti is present in gufhit mbers to sustain an epidemic. In 
some areas, this presémts the egonstant threat of the reestablishment 
of the vicious epidemic ty yellow fever. 


Jungle yellow fever is thoroughly entrenched in much of central 
Africa, and in the Amazon Valley in Brazil and other parts of South 
America, From 1947 to 1956, 1,350 fatal cases of jungle yellow fever 
were reported from 13 American countries. Recent years have seen 
the northward movement of this disease in animals from Panama into 
Guatemala with occasional human. cases, 
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L. DISTRIBUTION OF YELLOW FEVER 


Essentially all of tropical Africa between 15° N. latitude and 10° 
S. latitude, along with a portion of Northern Rhodesia, can be con- 
sidered as infected with yellow fever (urban and jungle) although 
numbers of reported cases vary considerably from year to year. 

In South America urban yellow fever has been almost nonexistent 
in recent years. The jungle form of the disease still persists, however, 
in the Amazon Valley and other parts of Brazil, in parts of the other 
countries adjoining Brazil, and in Middle America as far north as 
Guatemala. 

Yellow fever is without parallel in its potentialities for disrupting 
trade and commerce. The wide natural distribution of the transmit- 
ting mosquito, the ease with which persons exposed to the disease 
may be transported to distant ports within the incubation period and 
the capability of the virus of producing explosive outbreaks if intro- 
duced into the local mosquito population cause air and sea transport 
to avoid ports in which the disease has been reported recently. 
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M. 


Hookworm infection traditionally Bias bee 
tion groups of low economic status living: pical and subtropical 
climates and, in terms of its incidence, distribution, and clinical effects, 
has long +éen rated as mankind’s worst worm « 3e8 

Worldwide in distribution, hookworm 
400 million persons. Areas most severely} iffe 
Middle and South America and the West Indies sé 
Africa, and much of south central, southeast an 
infection also occurs in more temperate areas, 
United States, the Balkans, and in Poland. 

Infection is acquired by penetration of hookworm larvae living 
in the soil, usually through the skin of the feet. Thus, the wearin 
of shoes is an important factor in — infection. Linked wit. 
deficient diet, even moderate infections of these blood-sucking worms 
produces anemia, weakness, and ailopneys The infected individ- 
ual’s ability to produce is greatl gelGwered with a resultant cut-in 
earning capacity. & ie fe 

Mass treatment campaigns yupl pavitn ia improved environmental 
sanitation and health education acti Shave been shown to be 
effective in reducing the hoo 


Vv m of apopulation to a 
minimum level, although complete has not been achieved 
except, in circumscribed areas.’ 
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N. SCHISTOSOMIASIS 


Schistosomiasis, involving an estimated 150 million persons in the 
tropics and subtropics, is a debilitating parasitic disease caused by 
several species of small worms, called blood flukes. The disease is 
most prevalent across tropical Africa, along the Mediterranean coast, 
in the Nile Valley (especially the Nile Delta), along the Yangtze 
River of the China mainland, in Japan and certain of the Philippine 
Islands, and in Puerto Rico, Venezuela, and Brazil in the Western 
Hemisphere. 

Infection with these worms is acquired by penetration of aquatic 
larval forms through the skin. Various species of snails (mollusks) 
serve as intermediate hosts. The adult worms live in the smaller 
blood vessels of the intestine or the bladder and result in moderate 
to severe tissue damage in these areas, in the liver, and occasionally 
other parts of the body. Heavy infections result in emaciation, weak- 
ness, increased susceptibility to other infections, and even death. 

Perpetuation of these infections depends upon contamination of 
water with fecal discharges and the availability of proper species of 
snails. The infection rate in any area can be regarded as a reliable 
index of the level of environmental sanitation. 

Treatment is difficult, expensive, and not too effective so that con- 
trol depends largely on snail eradication and education of the people. 
Newer molluscicides have bee. used in some areas with encouraging 
results. However, schistosomiasis, with its overall adverse effect on 
large segments of the population of certain countries, must be ranked 
as a world public health problem of major importance. 
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O. LEPROSY 


The highest rates of infection occur in warm and humid climates 
associated with overcrowding and poverty. However, many of the 
preeminent factors affecting the distribution of leprosy remain un- 
determined. Racial factors seem to be of some significance. 
Europeans and Mongolians appear to be more susceptible to the severe 
form of the disease whereas darkly pigmented peoples seem prone to 
develop the mild form. Children appear to be especially susceptible. 
Possibly malnourishment and dietary deficiencies may favor its onset. 

Leprosy still remains an important health problem in many of the 
underdeveloped areas of the world. Estimates of the total number of 
cases in the world range from 2 to 12 million. Such a widerange is 
due, among other reasons, to the fact that early manifestations of the 
disease develop insidiously and may not be recognized for years. In 
most countries, measures are directed toward early diagnosis of the 
disease and prompt therapy, including the use of sulfones. 
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P. YAWS 


Yaws, though not a veneral disease, is caused by a spirochete 
similar to that of syphilis. Found primarily in underdeveloped 
countries, the disease is associated with a low standard of living and 
poor sanitation. The highest prevalence occurs in a worldwide belt 
extending 15 degrees on either side of the Equator, although it is also 
found in Central America and the West Indies, in northern India and 
Burma, in Thailand, Laos, and Vietnam, and in the Philippines. 
Yaws occurs most frequently in areas of very high humidity with an 
annual average temperature of 80 degrees. 

An estimated 50 million cases are believed to exist today. In 
rural areas of some countries the extent of infection may be 10 to 30 
times greater than available statistics would indicate. The disease is 
highly disfiguring, decreases the potentiality for productive work, and 
begins to take its toll in early childhood. 

he eradication of yaws has been a major objective of many national 
governments with aid from the United Notions Children’s Fund and 
the World Health Organization. Programs using mass examination 
and penicillin therapy techniques are in various stages of completion 
in Haiti, Indonesia, Thailand, Laos, and in West Africa and the 
Pacific Islands. 
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Q. TRACHOMA 


Trachoma and infectious conjunctivitis are communicable diseases 
which produce a high percentage of blindness and disabling eye lesions 
if neglected. Only fragmentary statistics are available, but it is esti- 
mated that more than 400 million people—over one-seventh of the 
total world population—are affected. Of these an estimated 10 
million will become blind. 

These diseases are essentially associated with poverty, poor sani- 
tation, and ignorance. Although they affect all age groups, the inci- 
dence in children may be especially high in certain areas. In some 
sections of North Africa, where practically the entire adult population 
is suffering from these diseases, the rates among children of preschool 
age are sometimes 70 to 100 percent. In India, rates in some localities 
have reached 78 percent and a recent survey in Taiwan uncovered a 
48 percent incidence among children. New areas of endemicity have 
been discovered recently in South Africa and western Australia. 
Trachoma has been known for many years among Indians in the 
southwestern part of the United States but is rapidly vanishing in this 
country through improved sanitation and treatment. 

Obviously, these diseases impose a tremendous economic burden on 
any country in which they are prevalent. Blindness or badly im- 
paired vision reduces greatly the earning power and productive capac- 
ity of population groups. In Tunisia, for example, a country of 3.5 
million persons and an infection rate of 40 to 50 percent, these diseases 
cause the loss of 25 million working days a year. Beyond that, the 
— of caring for these individuals serves to further increase the 

urden. 

Mass campaigns employing sulfa drugs and antibiotics have shown 

od results in controlling these diseases in Morocco, Taiwan, and 

unisia. Similar efforts have been initiated in Egypt, Indonesia, 
Spain, and Yugoslavia. 
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R. SMALLPOX 


Befvure the discovery of vaccination in 1796, smallpox was a scourge 
that swept back and forth over every country of the globe, killing at 
least one-fourth of its victims and leaving its survivors scarred, pitted, 
and often blind. Today, it is one of the most easily preventable of 
all infectic is diseases. 

Howeve: smallpox is still a serious menace to the life and health of 
vast s.~m: ‘of the world’s population. A single case may result in 
an outbree ‘ich quickly builds up to epidemic proportions. It is 
also a cons =. object of quarantine vigilance because of its ready 
transmission bz international travelers. ; 

Only rarely is smallpox now found in Europe, North America, and 
Australia. Its encemic area is receding year by year and in the last 
several years, no ci ‘es have been reported from Chile, Mexico, Peru, 
and Venezuela. %u it has a high endemicity in that area of Asia 
which stretche, ~om ‘raq and Iran through India and southeast Asia 
(with the excep. vi Thailand) to Indonesia; and also in certain 
countries of Soutk rica. In 1957, for instance, there were 66,706 
cases reported in L sia and 744 in Ecuador. 

There are other larg areas in Latin America, Africa, and Asia, 
including Korea and Jaan, where smallpox, though of low endemicity, 
constitutes a very real continuing threat. For large areas in central 
Brazil, the U.S.S.R., ar’ parts of Africa, no data are currently 
available. 
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S. TUBERCULOSIS 


Tuberculosis is a disease of truly worldwide proportions occurring 
in both temperate and tropical countries and for centuries one of the 
chief causes of death in practically all areas of the globe. Since 1947, 
however, there has been a dramatic decline in tuberculosis mortality 
owing to the use of new types of chemotherapy first introduced in 
that year. The comparative data shown here are for the years 
1950-54 and only for those countries where good statistics are avail- 
able. The decline would be even greater if calculated from 1947. 

Despite this progress, tuberculosis remains one of the main targets 
in the international disease control. The mortality rates in certain 
areas of many countries are still extremely high. Furthermore, the 
decline in mortality, as such, does not indicate that the prevalence 
of the disease has decreased in the same measure. In some countries 
where morbidity statistics are available the number of known in- 
fectious cases has actually increased, even though the mortality rate 
has been lowered. The growing urbanization of population in many 
countries serves to accentuate the danger of the disease. 

Reliable data in most of the underdeveloped countries are not ob- 
tainable, and it is in these countries that the incidence of tuberculosis 
is probably the heaviest. Recent surveys incident to BCG immuniza- 
tion programs show the prevalence of previous tuberculosis exposure 
for age group 15 of 77 percent in Bombay, India; 72 percent in 
Tangier; 66 percent in the urban communities of Taiwan; 59 percent 
in Yugoslavia; 52 percent in Egypt, and 49 percent in Ecuador. These 
ratios may be compared with a figure of 9 percent in one under- 
privileged section of New York City. 

The management of tuberculosis is rapidly changing from a clinical 
to a public health approach through the use of immunizing agents and 
prophylactic and therapeutic drugs. 


Mortality from tuberculosis, all forms 
[Deaths per 100,000 population, 1950 and 1954] 
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Source: “WHO Epidemiological and Vital Statistics Reports,” vol. 10, Nos. 2 and 4, 1957. 
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T. THE CONTROL OF INFECTIOUS DISEASES 


There are four chief methods by which the spread of infectious 

iseases can be controlled: 

Immunization, or vaccination, is an essential in any attempt to 
control smallpox, typhus, ener cough, poliomyelitis, typhoid 
fever, tuberculosis, influenza, cholera, plague, and yellow fever. 
Nearly all the vaccines.in.use today are highly effective. The main 
problem is to make sure that all the people who may be exposed to 
any of these diseases are properly vaccinated. 

rophylaxis and/or clinical treatment of the disease, is indicated 
for yaws, malaria, leprosy, tuberculosis, syphilis, bejel, pinta, and 
trachoma. Effectiveness depends on the number of clinical centers 
and medical personnel available and the utilization of these services. 

Control or eradication of the disease-carrying insect, through mass 
spraying campaigns or other methods is fundamental in the attack 
on malaria, trypanosomiasis, plague, typhus, encephalitis, oncho- 
cerciasis, and filariasis.- Though sometimes expensive to carry out, 
these control campaigns have, generally speaking, proved highly 
effective. 

Control of human waste disposal is primarily a public health service 
sanitation operation, and is basic in any attempt to control schistoso- 
miasis, hookworm, roundworm, cholera, amebiasis, and dysentery. 
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U. HEART DISEASE 


Degenerative heart disease is now the most frequent cause of death 
in North America, in most of Europe, and among the more pros- 
penos segments of the population in many other parts of the world. 

t affects chiefly middle-aged and older people, and its incidence and 
resulting cneeuaniey rates in particular countries are, therefore, affected 
to a considerable degree by the age distribution of the population. 

Generally speaking, those countries having a high @ expectancy 
rate, and consequently a larger proportion of older ple in the 
popullasicg, will have a higher rate of cardiovascular mortality. 

owever, there is evidence to suggest that the richer diet and more 
intensively paced life of the industrially advanced and higher income 
areas are in part responsible for the heavy prevalence of these dis- 
eases. The United States, for instance, with an average life expect- 
ancy of 70 years has one of the highest reported cardiovascular 
mortality rates—460 per 100,000 of population—whereas, Ceylon 
with the very respectable life expectancy rate of 60 has a rate roughly 
one-seventh as high (about 68). 


Mortality from cardio-vascular diseases 
[Rates per 100,000 population] 
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Vv. CANCER MORTALITY 


Cancer is one of the major causes of death in the heavily indus- 
trialized countries of North America and Europe, and also Japan, 
Australia, and New Zealand. As with cardiovascular diseases, these 
are the countries which have the largest proportion of older people in 
their populations. 

The highest mortality rate per 100,000 of population in industrial- 
ized countries is to be found in Scotland (206.2) and in England and 
Wales (205.5) and the lowest in Portugal (84:1). The United States 
has a rate of 145.8. In less industrialized countries where data are 
available Ceylon has the lowest rate (18.1) and Chile the highest 
(90.2). 

Mortality from all forms of cancer is much greater for men than for 
women. The sharpest rise occurs after the age of 40, and the inci- 
dence is particularly heavy after the age of 60. 

Cancer of the digestive system accounts for a little more than half 
of cancer deaths. In recent years, however, there has been a rather 
startling increase in deaths from cancer of the respiratory system, 
chiefly among men where the rise has ranged from 21 to 50 percent. 

Overall cancer mortality rates hireiccenslily increased over the past 
several decades. The chief exception has been in certain forms of 
cancer in women where improved diagnosis and treatment have to 
some extent arrested the rise. In general, the overall rise is accounted 
for by better eee methods permitting the detection of more 
cases, the aging of the population, and the decrease in.the number of 
deaths from other causes. There is evidence which suggests that 
heavy cigarette smoking and various types of air pollution in urban- 
industrial areas may be contributing factors to the increase in cancer 
of the respiratory system. 


Mortality from malignant tumors 
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W. FOOD PRODUCTION 


Since World War II, there has been an impressive increase in food 
production throughout the world, and the increase has been especially 
marked during the past several years. For the entire world, the index 
figure (based on the 1934-38 average=100) has risen from 107 
in 1951 to 120 in 1955. The greatest gains between 1951 and 1955 
have been made in Western Europe (103 to 124), Latin America (124 
to 139), the Near East (115 to 138), and Africa (123 to 142). North 
American has reached the highest index figure of gain over the prewar 
level (138 to 145), though its proportionate gain during these years 
was far less spectacular than in other countries. 

The smallest percentage increase from 1951 to 1955 has been in 
the Far East (a 10-point rise from 99 to 109) and in Oceania (112 to 
116), both of which are below the worldwide average rise. 

In some of the less developed countries, however, these increases 
have by no means kept pace with the increases in population. In 
Latin America, as of 1955, the per capita production of food has fallen 
below the prewar level by 6 percent; Oceania by 13 percent; and the 
Far East, with almost half of the world’s po aleaen, by 14 percent. 

The most striking gains have occurred in Western Europe, which by 
1955 had converted a 6-point per capita loss to a 9 point gain; and 
in the Near East, which moved from minus 3 to plus 6. North America 
has raised its per capita index from 113 to 118, and Africa from 103 
to 109. For the entire world, the index figure has moved from 5 points 
below the prewar level in 1951 to.1 point above in 1955. 
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THE STATUS OF WORLD HEALTH 


X. CALORIE INTAKE 


In all of Europe, North America, and Oceania, the calorie intake 
is 10 to 12 percent above the estimated requirements for a satisfactory 
diet. Also, on the plus side are Turkey, the Union of South Africa, 
Argentina, and Uruguay. 

f the other countries, approximately half.of the people manage 
to achieve their estimated requirements; the other half have calorie 


deficiencies of varying degrees. India and Peru have an 18 percent 
calorie deficiency, closely followed by Ceylon with 14 percent and the 
Philippines with 12 percent. 
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Y. PROTEIN CONSUMPTION 


Per capita consumption of animal protein—fish, meat, and milk— 
is a measure of quality of the diet in a given country as contrasted 
with calorie intake which is primarily a quantitative measure. 

Broadly speaking, those countries which have a calorie intake 
greater than their estimated requirements have also a high per capita 
protein consumption. But there are important exceptions; for 
example, the calorie intake of the United States, Canada, and Australia 
differs little from that of Greece, Italy, and Yugoslavia, but the 
difference in protein consumption is ver at. 

India, which has the highest calorie de ciency, has also the lowest 
protein consumption. Other countries like Brazil, Chile, and Egypt 
which have important calorie deficiencies, are Léaephbaively” hoe 
in a: consumption. 

f the three proteins here covered, the proportion of animal protein 
in the diet is a fairly dependable index of its quality since foods rich 
in animal protein are good sources of many other essential nutrients. 
Also these foods are usually expensive, and their presence in large 
amounts in the diet reflects, in general, the wealth of the country. 
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PART 4. HEALTH RESOURCES 


A. DISTRIBUTION OF PHYSICIANS 


Physicians, as defined here, are those with a recognized status as 
licensed or limited-license medical practitioners. 

Broadly speaking, the distribution of physicians reflects the degree 
of industrial development and per capita income of a country. Four 
groupings are shown. 

I. Less than 1,000 inhabitants per physician. This category is 
made up predominately of European and North American countries, 
plus Argentina, Uruguay, Australia, New Zealand, Japan, U.S.S.R., 
and Israel. Excluding Israel (which has a heavy concentration of 
refugee physicians) there is a range of 1 physician to every 610 people 
in Austria and U.S.S.R. to 1 in 960 people in France. The U.S.A. 
lies between with a ratio of 1 physician to every 790 people. 

II. 1,000 to 5,000 inhabitants per physician. This category in- 
cludes the remaining European countries and the majority of South 
and Central American countries. Africa is vapmiianel by Egypt and 
the Union of South Africa; the Near East by Turkey and Syria; the 
Pacific area by a few small countries or territories with close associa- 
tion with the Western powers. 

III. 5,000 to 20,000 inhabitants per physician. This category 
includes the remaining Central American countries; various countries 
in Africa, the Near East, Far East, and Pacific area, including India, 
Burma, and Pakistan. 

IV. Over 20,000 inhabitants per physician. This category is made 
’ of underdeveloped countries in central Africa, Saudi Arabia, and 

emen in the Near East, Vietnam, Cambodia, and Laos in the Far 
East. 
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B. DISTRIBUTION OF MEDICAL PERSONNEL ' 


About one-third of the world population is served by about two- 
thirds of the medical personnel. As might be expected, the proportion 
of medical personnel is much higher in the economically developed 
countries of North America and _—- than in other less-developed 
~~ particularly Asia and Africa. 

he number ob physicians proportionate to population has limited 
jalan in many areas, because of the difficulties of ascertaining 


the distribution and utilization of their services. Also, many countries. 
are trying to solve the physician shortage by the training and utiliza- 
tion of auxiliary medical and health workers. In southeast Asia and 
Africa, especially, these auxiliary workers are widely used to carry 
on the functions of — However, no one can question the 


gross insufficiency of physicians in the underdeveloped parts of the 
world, where, in some countries, the ratio is as low as 1 to every 50,000 
of population. 

as used here, includes physicians, dentists, licensed midwives, and pharmacists” 


1 Medical perso’ 
Nurses _ dealt ¥ te ‘Soules. Data were inadequate to include sanitary engineers, sanitarians, or other 
catego 
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C. CHARACTER OF MEDICAL PERSONNEL 


In the less developed countries of Asia, Africa,"South America, and 
Oceania midwives constitute 40 percent of the available medical per- 
sonnel; physicians, 38 percent; pharmacists, 14 percent; dentists, 8 
percent. In the economically developed countries of Europe, North 
America, and in the U.S.S.R. physicians are the predominant with 62 
percent, followed by 14 percent for dentists, 12 percent for pharma- 
cists, and 12 percent for midwives. 


Midwives, as included in this chart are those who have undergone 
specific training and are licensed by their governments. They are 
not to be classed with untrained individuals who practice midwifery 
without benefit of modern medical knowledge. 
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D. DISTRIBUTION OF MEDICAL SCHOOLS 


There are 634 medical schools throughout the world, of which 356 
(56 percent) are located in the industrially developed countries of 
Europe (including U.S.S.R.), North America, and Oceania, while 278 
schools (44 percent) serve the remaining countries. In the developed 


countries, Europe (including U.S.S.R.) leads with 253 medical schools, 
North America is next with 97, and Oceania (Australia and New 
Zealand) have 6. In the less developed countries, east Asia has the 
ae number with 94, followed by South America with 53. Africa 
an 


southwest Asia have the smallest number, with 10 and 14, 
ee: 
onsidering the ratio of population served to number of medical 
schools, the pattern changes somewhat. North America leads with 
1 medical school for each 1.9 million people. Middle America, South 
America, Europe (including U.S.S.R), and Oceania are all comparable 
with 1 medical school for each 2.2 to 2.5 million persons. Asia, with a 
ratio of 1 to 8.3 million, and Africa with 1 to 22.4 million are far below 
the world average of 1 school for each 4.4 million people. 
In 1955 an estimated total of 66,722 physicians were graduated 
from medical schools throughout the wtih, about two-thirds of them 
graduating from the schools in the industrially developed countries. 
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E. NURSING SCHOOLS 


Throughout the world there are 4,910 nursing schools or nearly 8 
times the number of medical schools. Almost half of them, or 2,230, 
are located in Europe, and of these, 1,619 are in Northern and Western 
Europe. North America has a total of 1,360, of which 1,115 are in the 
United States. Asia has 704; the U.S.S.R., 164; Africa, 144. South 
and Central America report only 58, though data from Mexico and 
some other countries of Middle America are lacking. Oceania has 308. 

Populationwise, the uneven distribution of nursing schools among 
the more and the less developed countries is obvious. The United 
States, with 1 school for every 150,000 of population, is in sharp con- 
trast with India where the ratio is roughly 1 to 2.2 million persons, or 
Iran where it is 1 to 5 million. For all of South America the ratio is 
1 to 1.2 million. In Africa, where more than two-thirds of the schools 
are concentrated in the Union of South Africa, the ratio for the rest 
of the continent is roughly 1 to every 5 million of population. 

Sparsely populated Gocania leads the entire world with a ratio of 1 
nursing school for every 50,000 persons. 
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F. SCARCITY OF NURSES 


The shortage of nurses in the United States is a perennial subject 
of concern, but the worldwide shortage is an even greater problem. 
In proportion to its population, North America has 8 times the number 
of nurses that are to be found in South America/or Asia, and 12»times 
the number in Africa. Europe is only slightly behind North America 
in this respect. 

The disproportionate shortage of nutses in the underdeveloped 
countries is due largely to the fact that’ women have a low: social 
status and nursing is not considered profession. Nursing is looked 
upon as low-grade manual labor which no woman of the educated 
classes would undertake, and few women have sufficient basic educa- 
tion to take nursing training even if they were so minded. The fact 
— nursing involves the care of. both sexes constitutes a further 

arrier, 

The full use of nurses has never been demonstrated in these ‘coun- 
tries. Neither the public nor the local physicians are accustomed to 
nursing service or have any appreciation of its value, The situation 
will improve only as the basic education of the population improves 
= . better understanding of the importance of nursing service 

evelops. 
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